S. No. 2
M—2-43
5-17-39

mo%;:

WRITE PLAINLY-—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

HILED 0@

1 Xaze97

DEPARTMENT OF COMMERCE
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Registration I:utncm019433 / 7

STATE BOARD OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH
Primary Registration Dlstriet No..__ ‘__5_.6__._4_?_

35’?3}:/
State File No.
b 4

Registrar's No.

i. PLACE OF DEATIl: St Iﬂ . Co t 2. USUAL RESIDENCE OF DECEASED: jﬁ"
8
(@) County e lQUL unty @ sate.. Missouri ® County DURKLin =,
®) City or town........ BXchmond Heights =
ITf gotaids city or town limlts, writs "RURAL™ and gams of wownship) {¢) Clty or town Senath -~
(¢} Name of hospital or lsn‘:;;mi&lon ‘e B {tal (I outaide city or town limits, writs "RURAL"™) o
Yy s no8prta .
(If pot in bospita) or inatitution, wrile strest number or locallon) (& Street No (i rurnd, give location)
(d) Length of stay: In hospital or Institution
(Specify whether || (#) Citlzen of forelgn country?, (Yes or No)
In this community__ /
yenrs, muntha or days) T{ yes, name country
MEDICAL RTIFICATION
ol EF Mary Millicent MoFarland g
20. DATE OF DEATII: Month . Y.
3. (» U veteran, 3. (¢) Social Security n . ;{ A .
no no year..... —_hour. m oute
name wer. No.
il 21, I hereby centify that I attended the deceased fro |
5. Color - 6. {a) Single, wid rried. ﬂ . 19043 m__. -
Female |/ | & LEVEY ° 3
4 Sex race divorced . . that 1 last mu_mg.q alive on s,
6. (&) Name of husband or Wife....coeeeceee. 6. (£} Age of busband or wife If |} 2nd that death occurred on the date and hour stated above. Duration
alive..___ . years || Immediatg cause of death..... - _. .
7. Binth date of deceased__Docombor 24 1941 HUa [risTieres o5
(Month)} (Day) {Yonr} J— . U N
8. AGE: Yeats Months Daya If less than one day Due to.;..iﬂa'bl {['F'ﬁ 1‘0 s waﬂm")‘
1 ] 14
br. ln e to & DM'hc c']uadn plgatla ©
9. Birthptace___KONNOLL Mo. (7 || dssocratid maidwd{p o
. (City, town, or county) {State or foreign country} }t 7 N N
Oth diti )
10. Usuat oceupation.... Zh11d e K' A
11. Industry or business . PHYSICIAN
= Maijor findings: N .
 ( 12. Name Homer W,MoFarlend "8 operations o oo
£ ; - - X , . . Coe - nderline
= | 13. Birthplace Gibson Mo, / g . U mal oy riodin hieh death
- (%i tuwn, gg (State or forelgn country) Of autopsy.} L o shonld be
& { 14. Maiden name_. ﬂﬂ.{ﬁ.... Arnas Crelorum 1 c?a{ged ta-
= S Gibson Mo. /7 : stlcally.
2 . (City. o vr eomoiy) Btate ue Toreien commten) 22. If death was due to external causes, fill in the following:
16. {¢) Informant..= 1 W.MoFarland (a) Accident, suicide, or homicide (specify)
® Address___Senath Mo, (k) Date of occurrence
17, @ .. ROMOVEL...... ... () Date thereoi 102843 (@ Where did tnjury occar? P Ry PO ()
(Burlal, exemation, or removal) (Month) (Day) (Year) {d) Did injury occur in or about home, on farm, in induostrial ptace, In publ[c place?
{c) Place: burlal or cremation Haybi Mo,
18. (o) Signature of funeral director Albert H‘HOPPB {Seecly l(’e" Yoame

N ::; Addm@]’ i’@o W@ﬁlﬁy

(Date received lucal renalrlr)

(Re nr e signarure)

i

ddress/sj .é S

Means of injury. e e —

While at WoFkPu.wmmcreeeacmiee
sxmturé“.”', el

- (M. D. w)..... ——
- Date sig-ned/_.Z g %3_

(Licensed Embalmer's Stetsment on Reoverse Side)

777%



STATEMENT BY LICENSED EMBALMER

. LT L
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

' s
g

» Registered Apprentice NOw.oo o ,

working under my personal supervision,

P 0."Address

Note: The above MUSI‘ BE SIGNED BY THE LICENSED FMBALMER in hm OWN HAN[)WR[TING (Failure to comply with
the above constitutes grounds for revocation of license.) T

If this body is not embalmed, fiact should be'so stated above.

e




